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some estimates of the costs of the programs—and the benefits expected from them—ought to be generated. Ideally, both costs and benefits would be precise and methodologically defensible, would cover many different types of costs and benefits, and would be denominated in dollars. Practically, costs (and expenditures) can be difficult to calculate, particularly across the many different activities, settings, and types of personnel encountered in EMS and EMS-C; furthermore, separating out EMS-C costs from those for EMS poses an especially great challenge. Benefits are even more difficult to define and measure; in addition, they can almost never be couched in dollar terms. Instead, they have to be stated in terms of measures of effectiveness and outcomes, such as lives saved, debilitating impairments averted, illnesses and injuries prevented, or time to complete recovery reduced.
In principle, then, this committee would have liked to develop estimates for costs and benefits of EMS-C; in practice, it determined that at this stage, doing so was fraught with too many drawbacks and limitations in the knowledge base. Work is needed to resolve these problems. Offered here is a discussion of some key issues in addressing benefits and costs.
Benefits
Most of what has been documented about the benefits of emergency care for children concerns reduced morbidity and mortality from injury (see Chapter 2). Some measures are applicable to adults and children. Assessments of preventable deaths are often used to evaluate the effectiveness of trauma centers (as remarked in Chapter 7). Other, indirect measures include less delay in reaching definitive care and reductions in suboptimal care, from which inferences are made about long-run benefits to health and well-being.
Other outcome measures commonly used for adults include return to productive activities (chiefly work, especially the same work as held before a severe injury or illness) and extent of recovery of physical and cognitive functioning. Depending on the age of the pediatric patient, these types of measures may be fairly appropriate (return to regular, full-time schooling, for instance, as a substitute for work-related activities) or fairly implausible (cognitive functioning in an infant). As in many other areas of health services and health policy research, however, the appropriate measures of benefit for children—in health-status and quality-of-life terms—are not well developed.
Benefits also may be estimated in terms of costs of health care that might not be incurred (by virtue of preventing or reducing the morbidity that results from trauma or illness) and in terms of incomes earned over a productive lifetime that might otherwise not be earned. These costs can betly, annual allocations for two resource centers totaled approximately $650,000. Appropriations in FY 1991 were $5 million for about 22 different projects. In October 1992, the EMS-C program was reauthorized until 1997 (P.L. 102-410) "for such sums as may be necessary for each of the fiscal years 1993 through 1997"; funding had been $5 million for each of FY 1991 and 1992. This bridging authorization is basically a means of ensuring some continuity in the EMS-C effort until action can be taken on the IOM committee's recommendations.  For example, these statutes have mandated complete state coverage of pregnant women and children up to fi years of age who arc in families with incomes below 133 percent of the federal poverty level, with subsequent coverage phased in, one year at a time, for all children through 18 years of age with family incomes less than 100 percent of poverty (Lee, 1992; Wcissert, 1992).   Some health care reform proposals appear to be predicated on the need lo address access problems that affect disadvantaged populations, which clearly include intolerably high numbers of children (NRC/IOM, 1992a).
